A large number of studies have applied simulation to a multitude of issues relating to healthcare. These studies have been published in a number of unrelated publishing outlets, which may hamper the widespread reference and use of such resources. In this paper, we analyse existing research in healthcare simulation in order to categorise and synthesise it in a meaningful manner. Hence, the aim of this paper is to conduct a review of the literature pertaining to simulation research within healthcare in order to ascertain its current development. A review of approximately 250 high-quality journal papers published between 1970 and 2007 on healthcarerelated simulation research was conducted. The results present a classification of the healthcare publications according to the simulation techniques they employ; the impact of published literature in healthcare simulation; a report on demonstration and implementation of the studies' results; the sources of funding; and the software used. Healthcare planners and researchers will benefit from this study by having ready access to an indicative article collection of simulation techniques applied to healthcare problems that are clustered under meaningful headings. This study facilitates the understanding of the potential of different simulation techniques in solving diverse healthcare problems.
Introduction
Healthcare needs grow and healthcare services become larger, more complex and costly (Eveborn et al, 2006; Wand, 2009 ). Moreover, the intrinsic uncertainty of healthcare demands and outcomes dictates that healthcare policy and management should be based on the evidence of its potential to tackle these stochastic problems. It seems apparent that computer modelling should be valuable in providing evidence and insights in coping with these systems. They can be used to forecast the outcome of a change in strategy or predict and evaluate the implications of the implementation of an alternative policy (Wierzbicki, 2007) . The use of modelling in healthcare is not limited to the management of activities necessary to deliver care alone. It is also used for the study of several topics related to healthcare, for example, air pollution, pharmacokinetics and food poisoning. In this paper, we aim at profiling studies that have designed, applied, described, analysed or evaluated healthcare problems with the use of simulation modelling.
Computer simulation is a decision support technique that allows stakeholders to conduct experiments with models that represent real-world systems of interest (Pidd, 2004 research (Royston, 1999) . Furthermore, simulation modelling gives stakeholders the opportunity to participate in model development and, hopefully, gain a deeper understanding of the problems they face. As a result, decision makers and stakeholders can gain a new perspective on the relationships between the given parameters, the level of systems' performance, the cost-effectiveness and its quality, or risk association.
In the field of Operations Management, simulation is recognised as the second most widely used technique after 'Modelling' (Amoako-Gympah and Meredith, 1989; Pannirselvam et al, 1999) . Thus far, there have been a number of reviews in the literature on the applications of simulation to health. Fone et al (2003) have conducted a systematic review of the use and value of computer simulation methods in population health and healthcare. reviewed the application of a diverse range of simulation techniques in healthcare settings. Brennan and Akehurst (2000) and Barrios et al (2008) considered the application of simulation in the economic evaluation of health technologies and health products as well as a proposed method for the evaluation of pharmacoecomonic models (Hay, 2004) . Dexter (1999) includes a review of computer simulation and patient appointment systems. A number of reviews have focused on the applications of Discrete-Event Simulation (DES) in healthcare in general (England and Roberts, 1978) , and more specifically in health clinics (Jun et al, 1999) and healthcare capacity management (Smith-Daniels et al, 1988) . gives a personal review of the use of Discrete Event Simulation in health among other fields.
However, most reviews limit themselves to either a single application area or/and a single simulation technique. Most of the current reviews lack the breadth of simulation techniques, the width of applications coverage and are published in outlets of different fields (eg medical, OR, health informatics journals, etc), thus potentially hampering the widespread reference and use of such studies.
Hence, the purpose of this review is to fill these gaps and categorise and synthesise academic literature pertaining to the use of computer simulation in health problems (a) over a number of unrelated publishing outlets, (b) with a broader scope of simulation techniques and (c) in a variety of health applications. This would, in turn, help in ascertaining the current development in the field of healthcare simulation.
In light of the above, by sampling publications pertaining to the application of simulation in the healthcare domain, we hope to realise the following objectives: (1) to classify publications according to the simulation methods they employ; (2) to determine the healthcare problems often investigated by these methods and to analyse their trends; (3) to identify the impact of published simulation research in the healthcare context; (4) to monitor results' demonstration and implementation; (5) to identify funding sources for healthcare simulation studies; (6) to identify software associated with the studies and show their frequency of use. In order to achieve these objectives, we have conducted a review of 251 articles published during the period 1970-2007. The main objective of this review is to offer a broad and extensive picture of the role of simulation techniques in healthcare. To the best of our knowledge, objectives (1) and (2) have not been previously investigated in a single study for all four selected simulation techniques in the health sector, and objectives (3) to (6) have not been presented in a published source-with the exception of England and Roberts (1978) who presented similar results for Discrete Event Simulation and System Dynamics over 30 years ago. It is hoped that the findings of our analysis will be beneficial to the community of simulation and healthrelated academics and practitioners.
The remainder of this paper is structured as follows. The next section ('Simulation modelling') provides a discussion of the different simulation methods selected for this study. The methodology employed for the research is explained under the 'Research methodology' section. The section on 'Research paradigm' categorises the applications of simulation under various simulation techniques and healthcare problems-this fulfils objectives (1) and (2). This is followed by the 'Research impact' section (fulfils objective 3) that identifies some important papers that have been reviewed in our study and measures their impact through a citation-based analysis. The section on 'Results implementation, funding sources and analysis of simulation software' presents statistics pertaining to these variables, and thereby fulfils objectives (4), (5) and (6) . The penultimate section presents a 'Discussion' of the findings of this study, and the paper concludes with 'Conclusions and further reflections' that outline the limitations of our approach and reflect on the contribution of this work.
Simulation modelling
The simulation modelling techniques that were found appropriate for the purposes of this study are Monte Carlo Simulation (MCS), Discrete-Event Simulation (DES), System Dynamics (SD) and Agent-Based Simulation (ABS). Journal papers included in this study have been selected based on the criteria that the papers report on the use of one or more of these simulation techniques in the healthcare settings. The choice of simulation techniques was made through interaction with experts in this area but was also backed by the review of Jahangirian et al (2009) of simulation in business and manufacturing. The latter identifies the following simulation techniques: DES, SD, ABS, MCS, Intelligent Simulation, Traffic Simulation, Distributed Simulation, Simulation Gaming, Petri-Nets and Virtual Simulation, excluding simulation for physical design. According to this study, the first five techniques were the most commonly presented/used in the selected papers for that review. Initially in our study, we also considered papers that reported on the use of Intelligent Simulation and Parallel & Distributed Simulation. However, these categories were later dropped owing to the fact that only a few relevant papers pertaining to the aforementioned categories were found in our sample study (one or two for each category). Moreover, our choice of simulation techniques is further supported by the study conducted by Fone et al (2003) , wherein DES, SD and MCS are discussed as popular simulation techniques in healthcare. Those who wish to have an introduction to the aforementioned techniques can refer to Rubinstein (1981) for MCS, Robinson (1994) for DES, and Sterman (2001) for SD. ABS is the most recent of the four simulation methods used since the mid-1990s. A brief description of ABS is provided below.
ABS is a computational technique for modelling the actions and interactions of autonomous individuals (agents) in a network. The objective here is to assess the effects of these agents on the system as a whole (and 'not to' assess the effect of individual agents on the system). ABS is particularly appealing for modelling scenarios in which the consequences on the collective level are not obvious even when the assumptions on the individual level are very simple. This is so because ABS has the capability of generating complex properties emerging from the network of interactions among the agents, although the in-built rules of the individual agents' behaviour are quite simple.
Research methodology
In this paper, we have conducted a review of literature in healthcare simulation. Our review method has been influenced by the systematic literature review approach adopted by Eddama and Coast (2008) , wherein (a) databases such as ISI Web of Science ® and MedLine ® were searched using a combination of search terms, (b) papers were screened by reading article titles and abstracts and in accordance to some inclusion criteria, and (c) the contents of the papers selected in the earlier stage were reviewed. Our literature profiling methodology consists of two stages and is illustrated in Figure 1 . Stage 1 is the 'Paper Selection' stage and it describes the methodology used for the purpose of selecting papers for inclusion in this study. Stage 2 is the 'Information Capturing' stage and it identifies the information that is captured from papers that have been included in the study; the latter is analysed in the subsequent sections of this paper. Both the stages of our methodology are further described below. The papers selected for this study were identified from the Web of Science ® database The Web of Science ® is one of the largest databases of quality academic journals and provides access to bibliographic information pertaining to research articles published from 1970 onwards. It indexes approximately 8500 high impact research journals from all around the world spread across approximately 200 different disciplines. Our aim was to identify publications with the highest credibility and thus we looked only at journal articles having an impact factor (note: only journals with an impact factor are included in the ISI Web of Science ® database).We do recognise, however, that other bibliographic databases could have also been looked at. But for the purpose of this research, we decided to include only the Web of Science ® database since this study is not a systematic review but is a sample review of publications in healthcare simulation. The Web of Science ® has a user-friendly search engine that assists in the refinement of a search by allowing the user to incorporate specific search conditions. Our search strategy was driven by the simulation methodology used in the sought after papers. To identify articles that would be incorporated in our study's data set, the following criteria were used: inclusion of the words, 'simulat*' OR 'health*' in the article's title and both of the words/phrases ('Monte SAME Carlo' AND 'health*') OR ('Discrete SAME Event*' AND 'health*') OR ('System* SAME Dynamics' AND 'health*') OR ('Agent SAME Based' AND 'health*') in the abstract or keywords of the published paper. The SAME operator returns records in which the terms separated by the operator appear in the same sentence. The use of the asterisk, '*' in the Boolean keywords combination, allowed for the inclusion of keyword derivatives in the search options. The search identified only articles and review papers written in the English language Table 1 . Sampling returned 251 papers in total. The second step involved the screening of these papers. The two authors independently and critically reviewed all the abstracts of 251 papers' and read the full text when necessary. The appraisal was carried out based on certain inclusion criteria as follows: The selected papers should evidently demonstrate strong relation with the healthcare sector or have an impact on healthcare and use the chosen simulation method to describe, analyse or assess the situation. The paper should include at least one paragraph describing the applied simulation method that was used in the study. Thus, pure physics simulations and human systems simulations did not fulfil the inclusion criteria. The boundaries between healthrelated papers and non-health-related papers, were not always straightforward. In many papers the impact on human healthcare is provided by a less direct relationship. The reviewers took a flexible approach by including papers in which one could clearly relate the problem described with some kind of health impact. Each of the reviewers assessed all abstracts independently and compared the results were compared. In cases of discrepancies, the full text of the paper was examined and, after discussion between the reviewers, a decision was reached for the paper's inclusion or exclusion. This filtering resulted in a set of 201 relevant papers. The full text papers were collected via online or inter-library loan services.
The second stage concentrated on the content of the 201 papers in order to answer the six objectives of our study as identified in the introductory section. Of the selected papers, MCS seems by far to be (69%) the most applied method dealing with health issues. It is followed by DES and SD. Finally, the method with the least number of papers is ABS-this is not a surprise since it is the most recently developed simulation technique. Table 1 (last two columns) lists the results of our screening. The last row of the table ('multiple simulation methods') identifies five papers that use or mention two or more simulation techniques. These ('multiple simulation methods') papers, for simplicity purposes, are described under the research paradigms of the four identified categories as explained in the next section. As this is a sample review, no inferences can be drawn from Table 1 as to the impact of each simulation method in healthcare. Nonetheless, we believe that the statistics below provide the readers with some understanding of the research trends in this area.
Research paradigms
The papers that have been included in our review are listed in separate tables . These tables are presented in the relevant sub-sections associated with each simulation technique in question. Every paper has a unique identifier beginning with the initials of the simulation method under which it is categorised (MC, DES, SD, ABS) and is suffixed with a numerical value, for example MC1, MC20, etc. When many papers are listed in a row under the same category, the prefix is entered only at the beginning and is omitted from the rest of the papers for brevity (eg MC11, 27, 81). In the tables, these papers are presented in a descending date of publication order, and this, in turn, shows the research effort over these 37 years. Thus, small numbers correspond to the most recent publications and large numbers to the older ones. The Vancouver reference style is followed. Rather than including the references alphabetically at the end of the paper, we consider this scheme of collecting and tabulating all references pertaining to a particular simulation technique together at the end of each section as important because we feel that it improves the readability of the paper. These tables will also serve as a future reference/study list for the reader.
The papers pertaining to the different simulation techniques have been categorised under several general headings/categories. An overview of these categories is presented in Table 2 (objective 1). This is followed by a discussion of the categories under each of the four identified simulation techniques (objective 2). Some papers can be categorised under multiple headings and the decision to favour one classification category over the other was based on the relative importance attributed to specific simulation techniques in the discussion part of the paper.
Monte Carlo Simulation
MCS is the most predominantly used simulation technique of the four identified techniques. Of the 163 reviewed papers in MCS, we found 142 to be suitable for inclusion in our dataset (Table 3 ).
In the context of healthcare, MCS has generally been used for the following purposes: (a) To assess health risks from exposure to certain elements and determine drug doseresponse portions; this is the most popular sub-category with 60 papers in our sample; (b) as the main approach to modelling used in economic evaluations in healthcare interventions when there is a need to increase the number of states in the model to overcome the homogeneity assumptions inherent in Markov models and decision trees (Barton et al, 2004 ) (18 papers); (c) to evaluate the cost-effectiveness of competing technologies or healthcare strategies that require the description of patient pathways over extended time horizons with 41 papers in this sub-category; and (d) for Miscellaneous taxonomies, literature review and feasibility studies with 23 papers altogether. Each of these four issues will now be looked at in greater depth.
Health risk assessment Numerous environmental and occupational studies have shown a link between the measures of public health and intake of contaminants, via different environmental media and exposure routes such as inhalation, skin and ingestion. Twenty-two studies focused on air pollution [MC3, 10, 20, 26, 29, 40, In such health risk assessments or epidemiological studies, the exact amount of a chemical or contaminant that an individual comes into contact with over a lifetime should ideally be estimated. However, for many obvious reasons this estimation is difficult. Simulation studies can fill in data gaps regarding historical exposures by generating these data using parametric functions, which are critical to improving the power of such studies. MCS is the method most commonly used for classical probabilistic risk assessments that uses mathematical or statistical models to estimate the frequency in which an event will occur. This technique is particularly useful when a large number of algorithms are required to address various multipathways of exposure to humans. The use of Monte Carlo analysis has reformed the practice of exposure assessment and has greatly enhanced the quality of the risk characterisation.
Moreover, 15 risk assessment studies focus on drug development and dose-response portion [MC4, 14, 17, 19, 31, 42, 47, 52, 53, 54, 67, 71, 80, 106, 137] . MCS can be used to determine the Probability of Target Attainment of pharmacodynamic indices by taking the inherent variation of different populations into account. In MCS, the model parameters are treated as stochastic or random variables, by using a probability density function for example, rather than fixed values. The aim of these studies is to establish a population pharmacokinetic model to study the parameters for the drug being administered through an intravenous escalating dosing regimen in healthy subjects, which could, in turn, be used for design of patient protocols with direct therapeutic benefit and maximal safety. These simulations are dependent on the assumptions in the model, including the types and number of subjects in the pharmacokinetic studies and the data used. Differences in pharmacokinetic parameters (for different patient populations) and/or data can lead to differences in 
Discrete-Event Simulation
This is the second most popular category in our study with 40 papers overall after screening (Table 4 ). It is said that DES can create significantly more insight than MCS in areas such as health economics . Applications of DES in health have been clustered under the following headings: (a) planning of healthcare services described in 13 papers in our search; (b) health economic models that are presented in 10 papers; (c) seven review and six methodology papers; and (d) contagious disease interventions presented in four papers. An extensive taxonomy of DES studies in healthcare over the past 20 years is presented in Jun et al (1999) and Fone et al (2003) . The study conducted by Fone et al (2003) is a systematic review from 1980 to 1999. Our DES categories bring some similarities to those identified by Fone et al (costs of illness and economic evaluation, hospital scheduling and organisation, infection and communicable disease, screening and miscellaneous). The work carried out by Jun et al (1999) is a survey, specifically, on the applications of DES to healthcare clinics over the 1980s up to 1997. The categories identified by Jun et al (patient scheduling and admissions, patient flow schemes, and staff scheduling on patient flow and work flow, allocation of resources when sizing and planning beds, rooms, and staff personnel) also bear resemblance to our sub-categories in 'Planning healthcare services', as the latter study is focused on a specific area of DES and is more analytic. We now discuss each of our DES categories according to the number of publications identified in each cluster in a descending order. Planning of healthcare services and health interventions DES allows decision makers to effectively assess the efficiency of existing healthcare delivery systems such as hospitals [DES29], to improve system performance or design and to plan new ones in a risk-free and costless environment by investigating the complex relationships among the different model variables (ie rate of arrivals, time spent in the system, etc) and overcoming bottlenecks. The scope of evaluation can be micro in scale, for example by examining resource needs in terms of scheduling staff and measuring bed and equipment capacity at individual clinics, or macro in proportion (healthcare policy for the entire population). DES allows the decision makers to gather insights and obtain approximate results of the differing but competing policies that may be implemented in the future. Moreover, since DES allows the creation of dynamic population-based models, wherein each entity in the simulation represents an individual, the results could indicate the number of people who may be affected by the adoption of a particular strategy.
Some of the applications of DES therefore relate to managing patient admissions and staff scheduling, for example DES studies that compared the 'individual surgeons' strategy with the 'pooled lists' strategy for scheduling outpatient clinical appointments in surgical care As large majorities of the population depend on edible products or by-products from livestock, the health of livestock has a significant effect on public health.
Health economic models Health economic models evaluate the health implications and the economic costs of providing healthcare to the population at large. They usually do so by comparing alternative healthcare interventions aiming to maximise welfare through optimal utilisation of the allocated public health funds. With respect to health economic models, the use of DES has been reported for evaluating, among others, the cost of providing dental care to children . These DES models are developed to plan emergency clinics and distribution centres for massdispensing and vaccination.
System Dynamics SD can assist the design of healthcare policies by examining how the fundamental structure might influence the progressive behaviour of a system. It takes into consideration factors such as the time variation of both the tangible elements, such as waiting times and healthcare costs, as well as intangible elements, such as patient anxiety and the effects of various pressures on purchasing decisions (Taylor and Lane, 1998) .
Seventeen studies are counted under this technique. The papers pertaining to SD have been categorised under the following headings: (a) public health policy evaluation and economic models, represented in nine papers in our search; (b) modelling healthcare systems and infrastructure disruption (four papers); (c) use of SD as a training tool (three papers); and (d) one review paper of SD for modelling public health matters of disease epidemiology and healthcare capacity [SD6]. The first three categories are described below in the same order as above. The papers are listed in Table 5 .
Public health policy evaluation and economic models SD has been applied for the evaluation of several public health policies. With regard to communicable diseases, SD models were developed to estimate the effect of harm reduction policies for HIV/AIDS and tuberculosis (such as 'needle-sharing and injection-frequency among drug users and multi-drug resistant tuberculosis control [SD2]) and to assess economic consequences of testing and treating pregnant women for HIV virus with different regimens to avoid prenatal transmission [SD16]. Moreover, SD was used in several studies to evaluate the long-term health impact of smoking by comparing policies such as increasing cigarette excise taxes, raising the legal smoking age to 21 [SD4] and introducing tobacco harm reduction policies [SD8, 9, 11] . They suggested that a large tax increase would have the largest and most immediate effect on smoking prevalence. Control over the cigarette content would bring a net gain in population health, although 'healthier' cigarettes make smoking more attractive and increase tobacco consumption. SD has also been used by health planners to gain a better understanding of diabetes population dynamics [SD7]; to model the feedback effects of reconfiguring health services [SD10] by shifting towards the primary level and bringing services 'closer to home'; to investigate the impact of privacy legislation in the individual health insurance market and the social costs that are borne when applicants do not divulge private information about their medical conditions [SD14].
Modelling healthcare systems and infrastructure disruptions
A healthcare system consists of many individual sub-parts that interact with each other, for example the national health system (NHS) consists of vast numbers of GP clinics, walkin centres, hospitals, tertiary care centres, A&E, IT infrastructure, NHS supply chains, etc. SD allows modelling of several sub-parts of these complex healthcare systems, such as a city's delivery of emergency and on-demand, unscheduled care [SD12], an A&E dynamics of demand pattern, resource deployment and parallel hospital processes [SD15] . In this regard, SD also has the potential to simulate multiple, independent key elements of an infrastructure. Innovative modelling and analysis framework based on SD could study the entire system of physical and economic infrastructures, and specifically of healthcare facilities, and propose public responses to infrastructure disruptions [SD5] and disasters [SD1], as well as to reduce the devastating health effects of such phenomena by modelling into a unified whole the relief Training SD has also been used as a tool for training health policymakers. It can facilitate the understanding of the dynamics of an epidemic such as SARS [SD3] and explore the applicable combinations of prevention or suppression strategies. Moreover, SD provides an opportunity in some educational environments such as in health sciences by allowing students to experiment in the classroom with the use of professional tools. SD software together with calculator-simulators has been used for teaching pharmacokinetics [SD13], and pharmacological system dynamics models have also been developed for the same purpose [SD17].
Agent-Based Simulation
Applications of ABS in the healthcare sector are not yet widespread but it has been used to study problems such as the spread of epidemics (Bagni et al, 2002) . The research methodology that we have followed in our review has identified only two papers that have used ABS. The papers are listed in Table 6 . One study reported an ABS model called CancerSIM, which allows researchers to study the dynamics and interactions of cancer hallmarks and possible therapies [ABS1]. The other study [ABS2] used software agents to preserve individual health data confidentiality in micro-scale geographical analyses and showed that by limiting the accuracy of geocodes for the purposes of privacy protection, the ability to identify areas of high disease risk is degraded.
The five papers that report on several simulation techniques (refer to Table 1 ) have been included in the MCS and the DES category for the sake of simplicity. Three papers report both on MCS and DES and were described under the 'Prognostic and transmission models of health interventions' [MC48, 58] and the 'Cost-benefit analysis and policy evaluation of medical treatment and disease management programs' [MC65] headings of MCS. Moreover, there are two papers that were described under the 'Review papers' heading of DES. A review paper [DES9] that refers simultaneously to DES, SD and MCS and a taxonomy paper [DES10] that refers to DES and SD among other operational research techniques.
Research impact
In this section, we present the citation statistics of a few highly cited papers in the field of healthcare simulation (objective 3) ( Table 7 ). The table shows the total citations and the average article citations as a means of identifying the impact of these publications. The list is sorted (and therefore publications for inclusion in Table 7 are selected) based on the total citation count. However, the authors recognise that the average citation is also a very useful measure as it eliminates the discrepancies caused by the number of years passed since publication. It is generally expected that review papers have more citations than research papers. It is therefore surprising that none of the papers included in the list are review papers. Even more surprising is the fact that all papers use the MCS technique as their main method Table 7 Publications with high number of citations
Total citations
Average citations Publication of analysis. Many of the papers in Table 7 present costeffectiveness analyses of specific healthcare applications or disease prevention methods, including the first paper that was published in the journal Bone in 1994.
It should be noted here that a good number of journals in Table 7 are either medical or health-related journals. It is widely accepted that medical journals generally have citations that are much higher compared to the OR journals, from which it might be concluded that impact is not incomparable between them. A more stratified representation would shed more light. However, this was out of the main scope of this study.
Results implementation, funding sources and analysis of simulation software
In this section, we examine the evidence of results presentation, implementation (objective 4), funding (objective 5) and software usage (objective 6) from among those papers that were selected for inclusion in this study after screening.
Of the 201 papers, 184 (91%) present results and have a separate, typically large section supported with tables and graphs to give a full analysis and explanation to the readers. There are seven MCS papers, eight DES, three SDS and one ABS paper, which do not present results. Of these, the majority are review and methodology papers. There are only five papers that fall in other categories (health risk assessment; health economic model; planning of healthcare services) and do not demonstrate results in a numerical format in the way described above. Yet, implementation of research results is hardly mentioned in these publications, with only a few papers (11 out of 201, 5.4%) reporting on the implementation of results to the stakeholder organisations, in which the case studies were based. Six are reported in the MCS category, four in DES and one in SD. However, this is not to say that the case-oriented simulation studies that have not implemented their results have gone astray. Neither should it be implied that their impact is only academic and does not reflect the real world. Looking further at the issue, one may realise that healthcare simulation studies generally have a long gestation period before they reach the ultimate decision makers in a comprehensive format. These decision makers need to decide among a plethora of similar studies, taking into consideration various other factors, and come to a conclusion of turning a specific recommendation from a study into a policy applicable in health organisations and settings. Subsequently, it is unlikely that implementation will be part of the paper. Moreover, researchers are eager to publish once they have the first results in hand and only very occasionally will they wait until the impact of their method is shown in the real world in order to incorporate it into their paper. Perhaps a better measure of the interest in the research being conducted in the healthcare simulation studies is the funding process. Of the 201 studies, 87 (43%) have received full or partial funding. Of the 163 identified MCS studies, around 39% mention their project's funding source, 48% of the DES papers, 65% of the SD papers and 100% of the ABS papers (two papers) report a funding source. Many of these papers refer to various sources of funding. Table 8 illustrates some of these sources. As can be seen from the table, health departments and national foundations are the major sources of funding, closely followed by pharmaceutical companies. Other governmental departments and national institutions also fund healthcare studies. Funds for research are also derived from internal University funding and research council grants.
From our sampled list of papers, we find that funding seems to be consistent throughout the years. This suggests that there is no identified trend that more funding is provided for healthcare research over the last years or vice versa.
Finally, we conclude by presenting some statistics on simulation software/programming languages that were used to support model development in the selected studies. It is important to mention that, from our sample of 201 selected papers, only 83 papers acknowledge the software or programming language that was used to develop the model. This data is presented in Table 9 (MCS software), Table 10 (DES software) and Table 11 (SD software), respectively. With regard to MCS (Table 9) , @Risk and Crystal Ball were among the most popular software, followed by Excel. Numerous other software and programs have also been used, some of them specific to health or other applications. The process of building DES models involves some form of software. The software can either be a high-level programming language or a Commercial, Off-The-Shelf (COTS) simulation package. DES software Arena is the most popular in this sample review, followed by the programming language Borland Delphi and COTS package Simul8 (Table 10) .
As for SD, the use of only few types of software is reported. Vensim is first in the list, closely followed by STELLA. DYNAMO comes last (Table 11) .
Finally, one of the two ABS papers reported the use of the programming language C++ to create CancerSIM.
In general, the rapid growth in simulation software technology has created numerous new application opportunities, including more sophisticated implementations, as well as combining simulation and other methods for complex models and processes. Trends from our data analysis suggest that, in the most recent years, COTS packages have taken the lead over one-off models that are coded using programming languages. This is explained by the fact that COTS simulation packages are rapidly evolving through inclusion of more advanced features (eg 3-D graphics, parallel processor support, etc).
Discussion
The field of healthcare simulation has evolved significantly over the past 30 years. A great number of health problems have been approached with simulation techniques, which have offered greater precision with regard to resource allocations, evaluations between health strategies and risk assessments. In this review paper reflecting on 37 years of healthcare simulation, we see some trends that apply to the discipline as a whole.
Looking first at the statistics of our sampled papers, we could derive the conclusion that the proportion of papers published in the field has drastically increased, with more than three-quarters published after 2000. Annual paper contributions amounted from one paper in 1988 to 36 in 2007. It is, however, surprising that the oldest paper in our data set is from 1988 as our search strategy concentrated on identifying healthcare simulation papers published from 1970 onwards. One reason for this is possibly that the number of journals indexed by ISI WoS has swelled with the rising popularity of the Internet and the availability of electronic bibliographical information (this may not have been the case during 1970s-1980s). Furthermore, it is arguable that although simulation has been applied to manufacturing, defence, supply chains etc., for a long time, its application in the healthcare context is comparatively new. Figure 2 illustrates the historical trends of the healthcare modelling papers for each simulation technique (the only exception is ABS which has only two papers). The ascending lines show the increasing number of published papers in the field especially after the mid-1990s for all three simulation methods. This is in line with the clear increase in simulation usage in the general service sector from the 1990s onwards (Robinson, 2005) . Year-to-date figures suggest that this gradual upward trend will continue. It is apparent that during the last 4 years the published papers in this field have drastically increased. A reason might be the possible increase of funding in recent years (Murphy and Topel, 2003) .
Simulation as a technique in health problems is used both as the main methodology of the research and as a supportive method to evaluate the robustness of other methods in different papers. MCS seems to be the most popular simulation technique in health studies, and the majority of papers fall within the health risk assessment category. In this category studies pertaining to air and water pollution, food poisoning and soil contamination are leading in terms of published papers, and drug development and dose-response portion studies follow. Cost-benefit analyses health studies with the use of MCS are also popular. They assess the economic value of population-based screen-and-treat alternative strategies for diseases and medical conditions. Some of these studies hold the first positions in terms of research impact and are found to have the maximum average number of citations in our dataset. Moreover, it is particularly noticeable that of the 142 MCS papers, none were published in an OR journal (as defined by the Association of Business School-ABS list). One reason for this may be that MCS is extensively used by health professionals/academics who wish to publish in health-related outlets, or that OR academics have lost interest in the use of MCS and have focused in the use of other simulation techniques to tackle health problems. Nevertheless, several of the MCS papers identified in our study would fit the aim and scope of OR journals. For example MC7, 8, 9, 23, 25, 26, 2, 30, 32, 38 and many more.
In the analysis of the research paradigms categories, it is obvious that some overlap exists among the health applications examined by simulation technique. A very apparent example is that all simulation techniques deal with screening strategies and cost-benefit analysis of medical interventions. Assuming that the categorisation of papers was made according to the health problem tackled and regardless of the simulation technique employed, the papers of cost-benefit analysis would be at about the same level of the health risk assessment category. However, many researchers will agree that, although the application area is the same, the extent, the level and the detail at which this is examined differs according to the technique employed. SD takes a holistic approach and thus the health problem or situation is looked at from a more global level to a greater extent. Consequently, this technique is appropriate for facilitating health policy making at the macro-level. DES and ABS examine the health problems in more detail (micro-level), taking into account the properties of individual entities, yet this restricts the extent of the system that can be modelled. Therefore, decisions can usually be reached with the use of DES and ABS only at the operational level. Monte Carlo simulation incorporates the random sampling element at aggregated level, which makes modelling of population-based diseases easy to handle. When the individual aspect is important then DES is more appropriate. Moreover, DES and SD are more suitable for modelling problems in which the time element plays a significant role, such as utilisation of health services' resources and bed/equipment capacity management. Nonetheless, looking at the categories presented in this study, one can see that health risk assessment is pertinent to MCS modelling; planning of health services is most of the times handled with the DES models (and less with SD); and training of health students and managers is prevalent in the SD approach. Unfortunately, we could not make a distinct category for ABS since the sample was so small. Moreover, a year-by-year analysis of the number of papers in each research paradigm showed that there are no chroni gaps in the identified categories, and for that reason published research in these general fields are continuous.
Relatively few of the published healthcare simulation articles reported significant effects that simulation had on the healthcare system being studied. This may imply that, although authors document the model, the issues they model and the model results, there are few real implementation results to report. England and Roberts (1978) implied that the reasons behind this are either inadequate models that cannot quantify the impact of the human factor, or the diversity of authority in healthcare facilities, which thwarts the simplicity of a single administrative decision to change the system. The latter problem lies mostly in the political sphere. However, governmental bodies and other national or local council/agency fund a considerable number of studies (43% in our review).
In terms of the modelling approach, it seems that the use of COTS packages is quite widespread, although many models are still being developed in high-level programming languages that usually have larger capabilities in accommodating complex behaviours of the system modelled. Yet, the ease of use that is offered by COTS simulation packages allows those who are not computer programmers to develop valid simulation models. This gives the opportunity to a number of people, including some stakeholders of the systems under question to engage in modelling and quantify their problems and the impact of alternative actions. However, in this way, limitations to the models are posed not only by the data availability and the computer operating cost but also by the imagination and capabilities of the modeller and the software. Simulation software costs can be high, yet since the mid-1990s, a number of low cost COTS packages have come to the market. The latter have certainly widened access to simulation (Robinson, 2005) .
It is widely accepted that one of the most important results of computer simulation in healthcare, as well as in other sectors, is the increased understanding of the systems being modelled, which results from constructing the models. We hope that in the future it will become more imperative that healthcare modellers seek close ties and cooperation with healthcare administrators to ensure utilisation and implementation of the worthwhile models that are developed. However, the exact same anticipation was expressed some 30 years ago (England and Roberts, 1978) .
As stated by Robinson (2005) , simulation techniques have all followed separate paths in both research and practice until now. A closer integration among simulation techniques conjoined with advances in computing and inclusion of the World Wide Web could lead to the development of better designed models with faster execution times, high level of graphics and, most importantly, enhanced user interaction. Such an advance will be in line with the requirements of the new computer literate generation of users.
Conclusions and further reflections
This is a sample review of healthcare simulation studies, which aims at identifying healthcare problems that are modelled using four popular simulation techniques, namely MCS, DES, SD and ABS. The specific selection criteria of articles that were reviewed here may have left out a number of noble publications in the field (eg articles that do not mention health in their title topic but refer to health problems with more specific terms such as hospitals, patients, etc; articles that did not appear in journals indexed by ISI Web of Knowledge ® ). The implications of this are that there may be an unintentional bias introduced by the specific keywords search and by ISI WoS membership, which leaves out newer journals that have not yet met the 'duration of service' required by the ISI WoS and journals where editorial boards do not wish their journal to have an impact factor. These factors may therefore not be taken into account when basing quality on impact factors. However, the debate as to whether this is right or wrong is outside the scope of this article. We merely wish to provide an analysis of literature within the scope of journals with impact factors and therefore provide some reflection as to the 'health' of healthcare simulation within a potentially metric-driven world. We hope that this study gives an indication of the pulse of research being conducted in the healthcare simulation field, although generalisation of the results may not hold. Future research could involve a systematic review of the field including all relevant journals from various academic databases and investigate the relationships between impact factor and non-impact factor journals. This approach could more accurately map the discipline and provide us with statistics of interesting variables similar to the ones presented here and with additional ones, such as popular journals, productive institutions and frequently published authors. Future research could also broaden the scope of our literature review by profiling health-related research with the use of other OR/MS techniques.
For the benefit of healthcare and simulation audience, this paper provides an overview of research published in various journals from across different subject areas in health. This research is likely to help authors, reviewers and editors to better understand the potential of different simulation techniques for solving diverse healthcare problems and can also assist upcoming researchers in developing an appreciation of this research area and the various issues considered worthy of research and publication. Furthermore, we hope that healthcare planners, management engineers, as well as researchers will benefit from this study, by having ready access to an up-to-date, indicative collection of articles describing these applications. Finally, our study is likely to stimulate researchers to explore other research areas by undertaking comparative/cross-journal studies.
